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A Record of Confidence 


Miss Emily P. Bissell, in the October 3, 1908, issue of 
Outlook, had this to say about the first Christmas Seal 
Sale in America: “The Christmas Stamp waked up every 
town, every post office, every club, every school.” 

In 1907 the Christmas Seal Sale had a tremendous 
impact on the citizens of Delaware; since then it has 
“waked up” people throughout the country, alerting them 
to the longest-sustained and one of the greatest voluntary 
fights against a single disease in the history of this country. 

In 1907 nearly 400,000 “stamps” were sold. Although 
there is no way oi telling exactly how many people con- 
tributed, it is known that individual envelopes containing 
10 Seals were offered for sale. If each person bought an 
average of 10 Seals, this would mean that 40,000 persons 
supported the first Christmas Seal Sale. 

Has the growth of this corps of pioneers kept pace with 
the growth of our population? Has financial support from 
each member of the voluntary army supporting the Christ- 
mas Seal Sale increased or decreased? To find the answers, 
let’s jump to the year 1946 and compare that year’s results 
with those of the last campaign, 1955. A look at the results 
shows that the Christmas Seal has a commendable record, 
one which shows that the American people have faith and 
confidence in the work of the tuberculosis associations. 

Based on Christmas Seal Sale Study Club reports, it is 
estimated that 8,734,000 people contributed to the Christ- 
mas Seal Sale in 1946. By 1955 the number of contribu- 
tors grew to an all-time high of 13,431,000, an increase 
of 53.8 per cent during a period when the national popula- 
tion increased only 17.3 per cent. This speaks well for 
the power of the Christmas Seal and the work being done 
in the voluntary tuberculosis field. 


In 1946 the average individual contribution was $1.75. ° 


Nine years later the average contribution reached a new 
high of $1.97. This shows that the Christmas Seal has 
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biazed a path of glory by following the philosophy that 
people should be able to contribute to the campaign accord- 
ing to their means. It was originally built on the strong 
foundation of “a little from many”’; that is where it has 
stood down through the years and where it stands today, 

Each year the Christmas Seal recruits additional volun- 
teers for the march against tuberculosis. Since 1907 these 
volunteers have grown to a tremendous number, and they 
have brought better health standards to their families 
and their communities. 

This outstanding record has been achieved through the 
faith of the people in the power of the Christmas Seal and 
what it can accomplish in financing the voluntary tuber- 
culosis program. Once each year the individual citizen 
passes judgment on this faith and on the work of the 
tuberculosis associations by participating in the Christmas 
Seal Sale. This participation gives the individual an 
opportunity to consider the value and merit of the tuber- 
culosis program in his community; it gives each person 
the right to decide for himself if he desires to contribute, 
and the amount of his contribution. 

As sights are set on the 1956 Christmas Seal Sale, and 
for the years ahead, it is well to remember and keep in 
focus this precious heritage of the people’s faith and con- 
fidence in the Christmas Seal and the voluntary campaign 
against tuberculosis. 

It is the obligation of a tuberculosis association to give 
each person in its community the opportunity to con- 
tribute, without pressure and according to his means, to 
the Christmas Seal Sale. By so doing, the corps of people 
marching together in behalf of the tuberculosis program 
will continue to grow and to provide a means for an 
enlightened public to work together for better health— 
Clarence W. Kehoe, director, Christmas Seal Sale Dt- 
vision, NTA. 
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A Time for Action 


In Order to Avoid Chaos in Tuberculosis Care, Our Plans 


for the Future Must Recognize the Increasing Importance 


of the Ceneral Practitioner in Tuberculosis Control 


The role of the general practitioner 
in tuberculosis has always been of 
paramount importance. Recent de- 
velopments in medicine which have 
made the outlook in tuberculosis so 
much better, principally the introduc- 
tion of more effective methods of 
treatment, will undoubtedly result in 
the assumption of even greater respon- 
sibility by the general practitioner. He 
will carry not only the primary re- 
sponsibility of diagnosis, as he always 
has, but will be concerned to a larger 
extent than ever before with preven- 
tion and treatment. 

The general practitioner has always 
treated some patients with tuberculosis, 
at least in some phases of their disease. 
Thus, instead of asking whether he 
should treat tuberculosis, a more realis- 
tic question would be whether the gen- 
eral practitioner needs the help of spe- 
cialists and specialized institutions in 
the care of his tuberculosis patients. A 
corollary question is whether he will 
need such help in the future to a 
greater or lesser extent than now. 


Evolution of Specialism 

Medical specialism in tuberculosis 
evolved out of the sanatorium move- 
ment. Speeial skills were developed by 
sanatorium physicians and others who 
worked in collaboration and supervised 
the patient’s care after discharge from 
these institutions. The phthisiologist’s 
function was usually divided between 
direct care during the active phase and 
consultation in other phases of the pa- 
tient’s illness. 

Through collaboration not alone with 
the family physician but with other spe- 
cialists, in recent years particularly 
with the thoracic surgeon, the tuber- 
culosis physician was the coordinator 
and the key figure in the management 
of tuberculosis in the community. He 


required and usually received effective 
backing from public health agencies, 
both official and voluntary, and re- 
ceived help from the related pro- 
fessions of nursing, social service, re- 
habilitation work, and occupational 
therapy. We know how effective this 
coordinated attack, which received vital 
support from the tuberculosis associa- 
tions, was through the first half of the 
twentieth century. 


Readjustments Needed 

As we enter the second half of the 
century, we find that changes are tak- 
ing place which will require extensive 
if not radical readjustments in the con- 
trol and medical management of tuber- 
culosis. The dictum of William Osler 
that “tuberculosis is a social problem 
with medical aspects” is no longer so 
clearly applicable. Tuberculosis appears 
now more as a medical problem with 
sociological aspects. It is still a widely 
prevalent and extremely dangerous dis- 
ease. But more more effective means 
of treatment are available. Recovery is 
more predictable and more rapid. Re- 
lapse is less frequent. Mortality is 
falling sharply, and morbidity is also 
declining, even though at a less spec- 
tacular rate than mortality. 

With more effective means of treat- 
ment, the family physician is more fre- 
quently called upon to assume the care 
of the patient at home. Or, if the pa- 
tient goes to a hospital or sanatorium 
to start his treatment, as is desirable in 
most instances, he usually remains 
away from home for a relatively short 
period. The local physician is then 
called upon to continue the treatment 
and medical supervision. 

Bed occupancy in tuberculosis hos- 
pitals has sharply declined in many 
communities, and some hospitals and 
sanatoriums have closed. To the extent 
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that this reflects a diminished need for 
such beds, this, of course, is a desirable 
trend. By all available indices, such as 
morbidity trends and infection rates, 
there appears to be no indication that 
the general situation is deteriorating. 

‘We do not yet know what length of 
bed care is optimal for the average 
case under presently available therapy. 
Should this prove to be in weeks rather 
than months or years, the need for 
special institutional facilities will be 
dispelled, and the bed-care problem will 
devolve on the general community hos- 
pital. My guess is that the need for spe- 
cial institutions will contract rapidly 
and that it will not much longer be 
economically feasible to maintain many 
large institutions for tuberculosis alone. 
It will then be essential that tuberculo- 
sis institutions broaden their field to in- 
clude other chronic disease or that the 
general hospitals open their doors to 
tuberculosis. The latter will be the 
more feasible solution in many in- 
stances. 


Mistaken Thinking 

Two trends of thought in present- 
day discussion seem to me to be mis- 
taken. One is that the tuberculosis 
problem has been solved and we need 
no longer be much concerned with it. 
The other is that, despite the advances 
of recent years and the declining mor- 
tality, the problem is essentially un- 
changed and the organization of medi- 
cal care in tuberculosis requires no 
major readjustment. 

Several study programs have recent- 
ly been conducted which indicate that 
active treatment can be administered 
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successfully in large part on an ambu- 
latory or semi-ambulatory basis after a 
relatively short initial period of hospi- 
talization. The results of fully ambula- 
tory treatment of recalcitrants who 
refused hospitalization, though not al- 
ways successful, are better than might 
have been expected. 


The time has come to enlist the gen- 
eral practitioner to the fullest possible 
extent in the great work that remains 
to be done to bring tuberculosis under 
truly effective control. This requires an 
attitude of cooperation and encourage- 
ment on the part of those who have 
special interest and experience in the 
management of the disease. The gen- 
eral practitioner should be given all 
possible help to manage his patient at 
home when the conditions are suitable. 
He should have freely available medi- 
cal consultation service, visiting nurse 
assistance, occupational therapy, and 
rehabilitation counseling. No patient 
should be required to stay in an institu- 
tion for longer than is absolutely essen- 
tial, and the family physician can 
supervise the aftercare if given ade- 
quate. cooperation. 

As long as the community sanatori- 
um still exists, this will remain the cen- 
ter for the extension of outpatient con- 
sultation and ancillary services. When 
the inpatient census of such an institu- 
tion falls to a level which makes its 
continuance economically no longer 
feasible, a substitute must be found. 

This can be a special wing in the 
general community hospital. Here the 
practitioner will be able to care for the 
less advanced and relatively short term 
cases which, as the result of aggressive 
case finding, will comprise most of the 
tuberculosis patients of the community. 
It is becoming a matter of urgency that 
general hospitals set aside space and 
give thought to the organization of 
tuberculosis services. The general prac- 
titioners and the erstwhile sanatorium 
physicians will, in the setting of a com- 
munity medical center or hospital, find 
a new basis for cooperation in this new 
era which we have entered in the fight 
against the disease. 

From the standpoint of the patient, 
tuberculosis is becoming a disease for 
which he can be treated without neces- 
sarily having to make a career of in- 
validism. From the standpoint of the 
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physician, it is a disease which he can 
treat, if not with dispatch, at least with 
an expectation of restoring his patient 
to good health and an active life within 
a foreseeable period. 


Special Problems 

Many special problems still must be 
taken into account, but these are not 
necessarily more difficult than those 
associated with many other chronic 
ailments with which the general prac- 
titioner is concerned. 

One factor which must not be lost 
sight of is the communicability of 
tuberculosis. Adequate protective meas- 
ures during the communicable phase 
must be maintained. These can be car- 
ried out in the general hospital, or in 
the home, as well as in a special hos- 
pital. With well planned and executed 
modern treatment, the period of com- 
municability of the average case of 
tuberculosis is greatly shortened as 
compared with only a decade ago. As 
further improvements become avail- 
able, the communicable phase will be 
even more curtailed. 

The working out of a program in 
which the focus of tuberculosis care 
will shift from the special hospital to 
the general hospital is a vital concern 
of health agencies, including tuber- 
culosis associations. The latter are, 
indeed, particularly concerned because 
if this next step is not taken in time 
there is danger that there may actu- 
ally occur a setback in the steady ad- 
vance which has been made toward 
eventual elimination of this disease as a 
major cause of disability and death. © 


Preparing for the Future 

A realistic preparation for the next 
phase of tuberculosis control includes 
the alerting of the general practitioner 
and the general hospital to the larger 
role they will be called upon to play 
in the clinical management of the dis- 
ease. Most tuberculosis patients need 
hospitalization for some phases of 
their illness and often this need is for 
facilities the general hospital is best 
equipped to provide. It will not be met 
if hospitals are unwilling to accept 
these patients, or to make the relatively 
minor readjustments which are neces- 
sary. Neither will it be met if the gen- 
eral practitioner and the internist are 
not enlisted and given assistance in the 


form of specialized medical and angi. 
lary services. 

The medical specialists in tubercylo. 
sis must also be considered. To many 
the future will hold little but the pros. 
pect of technologic unemployment up. 
less they can be offered a broader fielj 
than that in which they have functioned 
as sanatorium physicians. 

Every general hospital should havea 
tuberculosis unit and at least one tuber. 
culosis expert. The tuberculosis expert 
can contribute more in such a setting 
than he could in relative medical isols- 
tion. His intimate knowledge of tuber. 
culosis makes him not only an expert 
in this disease, but also in pulmonary 
disease in general. 

A careful plan of reorganization of 
medical facilities for the tuberculous, 
adapted to the needs of the particular 
community, is essential. Unless such 
plans, recognizing the larger role of 
the general practitioner, are made, a 
period of chaos is likely to result in 
tuberculosis care. The time for action 
is now, because the signs of disorgan- 
ization and inadequacy, through lack of 
realistic planning, are already making 
their appearance in many communities, 
particularly in those in which large 
reservoirs of tuberculosis still ‘exist. 


lowa Research Committee 


The Iowa Trudeau Society has ap- 
pointed a research committee to stim- 
ulate research activity and encourage 
financial support of research projects 
in the state and in the nation. The 
committee is concerned chiefly with 
research involving tuberculosis, pul- 
monary physiology, and non-tubercw- 
lous pulmonary disease. A total oi 
five projects approved for $24,085 will 
be supported by voluntary contrib: 
tions from Iowa tuberculosis associé 
tions. 


Abstract Deadline 

Abstracts of papers proposed for 
the medical sessions of the 1957 At 
nual Meeting of the National Tuberct- 
losis Association and the Americat 
Trudeau Society should be submitted 
not later than January 8. Six copits 
should be sent to Dr. Edward J. Welch, 
Chairman, Medical Sessions Commit 
tee, 1101 Beacon Street, Brookline 4 
Mass. 
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Compulsory Isolation 


Washington State Finds That the Legal and Administrative 


Problems Involved in Isolating Recalcitrant Patients 
Are Well Worth the Trouble in Terms of Better TB Control 


The better the job of tuberculosis 
control a community wishes to do, 
the more imperative compulsory iso- 
lation becomes. 

What is the legal basis for com- 
pulsory isolation and what are the 
accompanying administrative prob- 
lems? It may be worthwhile to an- 
swer these questions about a pro- 
cedure that is recognized as a neces- 
sary component of any community’s 
tuberculosis efforts. 

Historically, there have been many 
sporadic attempts to enforce quaran- 
tine for patients who would not heed 
medical advice. In Chicago, a half 
century ago, attempts were made to 
round up active tuberculosis cases. 
But the public was not able to appre- 
ciate the necessity of this procedure; 
so vigorous was the opposition that 
enforcement officers had to go about 
their duties armed. The attempt was 
abandoned as premature. 

A half century of outstanding edu- 
cational effort by the National Tuber- 
culosis Association, with its state 
and local associations, has greatly 
altered that picture. 


Washington’s Approach 

As a result of the experience of 
others, tuberculosis workers in Wash- 
ington State felt it inadvisable to 
make any real attack on the problem 
of the recalcitrant patient until wait- 
ing lists for sanatorium care were 
tliminated and the large group of 
cooperative patients was adequately 
cared for. 

Early in 1948 the waiting lists had 
been abolished and marked progress 
was being made in the quality of 
patient care. As a result of miniature 
film techniques developed during 
World War II, tuberculosis case find- 
ig was increasing in scope and effi- 


cacy. Therefore, it seemed appropriate 
to do something about the recalcitrant 
group, which had been largely ignored 
previously. 

The first step in the study of the 
legal background of compulsory iso- 
lation turned up the following statute 
(Remington’s Revised Statutes, Sec. 
6094, enacted in 1903): “. . . every 
health officer shall have the power to 
remove to and restrain in a pesthouse 
or isolation hospital, or to quarantine 
or isolate, any person sick with any 
dangerous, contagious or infectious 
disease until such sick person shall 
have thoroughly recovered... .” 


Regulations Prepared 

This statute seemed broad enough 
to serve as a basis for working out 
more specific provisions. The next 
step was to turn to the State Board 
of Health. The writer prepared a 
suggested set of regulations and sub- 
mitted them to the Board. They were 
officially adopted December 4, 1948, 
and are as follows: 


TUBERCULOSIS 
A. Pulmonary. 


Isolation. Of such active cases as do 
not observe the precaution to prevent the 
spread of the disease. The place of isola- 
tion to be in such quarters as designated 
appropriate by the jurisdictional health 
officer and for such time as necessary un- 
til one of the following conditions is ful- 
filled: (1) the patient’s pulmonary disease 
is considered to be “apparently arrested” 
(National Tuberculosis Association classi- 
fication—1940), (2) the patient agrees to 
accept routine sanatorium care, (3) the 
patient dies, (4) other arrangements for 
adequate isolation are made which, in the 
opinion of the jurisdictional health of- 
ficer, protect the public from the spread 
of his imfection. 

Quarantine. Whenever, in the opinion of 
the jurisdictional health officer, he deems 
it necessary in the interest of the protec- 
tion of the public, in uncooperative cases 
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who refuse to observe precautions recog- 
nized as necessary to prevent the spread of 
this disease, quarantine procedures should 
_be employed in accordance with the pro- 
visions under “isolation.” 


In the spring of 1949, Dr. John H. 
Fountain, Seattle City-King County 
Tuberculosis Control Officer, began 
to use this authority regularly. He 
was greatly aided in his pioneering 
efforts by Stuart Oles, Deputy Prose- 
cuting Attorney, who helped outline 
the exact legal procedure to be em- 
ployed, and emphasized repeatedly 
how necessary it was to follow it. 
By exact adherence to the procedure, 
many difficulties have been avoided 
and the entire isolation procedure has 
become administratively workable. 


First Locked Ward Opened 

On June 21, 1949, a 27-bed locked 
ward, equipped with detention-type 
screens and with male attendants on 
duty at all times, was opened at Fir- 
land Sanatorium, Seattle. In 1954 
the ward was enlarged to 54 beds, 
including separate facilities for six 
female patients. Subsequently, locked 
wards were established at four other 
county sanatoriums, consisting of 
three single rooms in each of three 
sanatoriums at Walla Walla, Yakima, 
and Tacoma, and a 13-bed ward at 
Edgecliff Sanatormum, Spokane. 

The small sanatorium in Walla 
Walla was discontinued in 1954, and 
the locked rooms at Yakima and 
Tacoma have encountered difficulties, 
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principally because of lack of male 
attendants to handle obstreperous 
patients. Our experience has been 
that small, locked-ward setups present 
administrative problems, while the 
large unit is easier to operate. 

The problem of tuberculosis in jail 
populations is fairly well known. In 
our state, several partial surveys were 
done in jails. A fairly complete, con- 
tinuous survey was made in the Spo- 
kane County jail, which is near the 
health department, where miniature 
film equipment is available. In June, 
1951, an X-ray machine was installed 
in the county jail in Seattle. This 
service proved most valuable for the 
alcoholics: out of 510 individuals in 
this group examined in 1951, 88, or 
17.2 per cent, were found to have 
active tuberculosis. 

As an example of the effectiveness 
of the jail survey, Dr. Fountain re- 
ported that 82 active cases were iden- 
tified out of 10,970 X-rays taken in 
1954, while, in the following year, 51 
cases were identified out of 16,000 
admission X-rays. Since many indi- 
viduals frequently are repeaters, one 
cannot expect such a high percentage 
of active cases to be maintained in- 
definitely. 


Disposition of Cases 

What has been the disposition of 
cases of active tuberculosis (usually 
alcoholics) identified in jail surveys? 
The usual sentence for drunkenness 
is suspended and the prisoner is trans- 
ferred to Firland Sanatorium for 
treatment, or for study, if activity is 
questionable. 

To make the jail surveys work, it 
was necessary to reduce to a minimum 
the time interval between taking the 
miniature film and submitting a re- 
port. Arrangements have been made 
whereby the 70 mm. films are proc- 
essed early each morning and infor- 
mation on all abnormal or “suspect” 
films is made available to the court 
by 9:30 a.m., so that a “hold” order 
can be issued until the patient has had 
a 14” x 17” film and a preliminary 
clinical evaluation. This applies to 
persons committing misdemeanors ; 
those committing felonies may be 
held in a single room in the jail to 
await trial and transfer to the tuber- 
culosis ward in the state penitentiary 


if they are ultimately found guilty. 

It seems axiomatic to us that jail 
surveys are successful only if beds 
are readily available in a sanatorium 
locked ward and if there is a simple 
procedure for immediate transfer of 
patients with active or probably ac- 
tive tuberculous lesions. 


Legal Problems 

An interesting legal problem arose 
when a county sheriff became con- 
cerned about his authority to require 
chest X-rays of all persons admitted 
to his jail. When requested to give 
an opinion, the State Attorney Gen- 
eral replied that the sheriff was so 
authorized, on the basis of a State 
Supreme Court decision upholding 
the authority of the University of 
Washington Board of Regents to re- 
quire chest X-rays of all students (all 
school employees have been required 
to have X-rays since 1940). As a 
result of this opinion, it is clearly 
established that any official in charge 
of a jail can require X-rays. 

Has authority for compulsory iso- 
lation of tuberculous patients been 
challenged or contested? Definitely, 
yes. 

There have been four habeas cor- 
pus proceedings in our courts in 
which the patient has retained an 
attorney and gone to court to show 
cause why he should be restrained 
against his will on the basis of a sim- 
ple isolation order of the health 
officer. 

In the first two cases, there was 


considerable “argument” concerning © 


the basic authority of the health offi- 
cer to issue an isolation order without 
court procedure. In both instances, 
the court held that the health officer 
was entirely within his authority and 
that the individual was not being de- 
prived of his constitutional rights. 

In the third instance, the judge dis- 
missed any attempt to argue the 
authority of the health department, 
simply stating in effect: “The author- 
ity of the health officer to quarantine 
tuberculous patients has been estab- 
lished. This court will entertain only 
a discussion of the medical facts.” A 
physician was appointed to examine 
the patient, and when it was reported 
that the individual had far-advanced, 
progressive tuberculosis, the court 


ordered the man returned to Firland 
Sanatorium for further care. 

The fourth and most recent case 
was one in which a health officer ing 
distant part of the state had quaran- 
tined a case at Firland, 237 miles 
from his own county jurisdiction. The 
patient’s attorney made an issue of 
the health officer’s authority to quar- 
antine a patient outside his own juris- 
diction. The judge saw no merit in 
the discussion, and the patient was 
returned to Firland to complete his 
stay until the medical staff felt it safe 
for him to return to his profession— 
dentistry. 

Have we lost any cases in court? 
Yes, one. A local health officer tried 
to quarantine a patient at the Veter- 
ans Administration Hospital in Walla 
Walla. The individual ran away from 
the hospital and was brought to trial. 
The patient’s attorney made an issue 
of the county official’s authority to 
quarantine a patient on federal prop- 
erty. The jury found the defendant 
“not guilty.” 

I am informed that in several parts 
of the United States, health depart- 
ments are successfully quarantining 
veterans at VA hospitals, on the prin- 
ciple that the hospital is an island 
where the patient is excluded from 
county jurisdiction. In other words, 
if the patient leaves or is ejected from 
the hospital for disciplinary reasons, 
he then becomes subject to the health 


officer’s quarantine order and is in | 


violation of that order. 


Summing Up 

For the past seven years in the 
Seattle and King County area, as well 
as in most of the rest of the State of 
Washington, a vigorous program has 
been pursued to treat uncooperative 
patients and to protect the public 
from their disease. It has been suc- 
cessful and worth all the trouble. 
Health departments have made sure 
that patients are handled in a sympa- 
thetic and understanding way. In 
seaport cities with large “flophouse” 
or “skid row” areas, the value of sys- 
tematic jail surveys and placement of 
the patients has been clearly demon- 
strated. If the goal of ultimate eradi- 
cation of tuberculosis is to be attained, 
such a program is a “must” for every 
metropolitan area. 
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A Statistician’s View 


The Battle Against Tuberculosis, as Seen from the Broad 


Perspective of the Statistician’s “Ivory Tower,” Is Going 


Well, But There Is No Sign of the Enemy’s Surrender 


There are many ways of viewing 
tuberculosis, and each viewpoint re- 
veals a somewhat different aspect of 
this many-sided illness. As in the story 
of the blind men inspecting the ele- 
phant, the point of view determines 
the conclusions an incautious observer 
reaches, and the conclusions may be 
sharply divergent. 

This is the case in tuberculosis today. 
Opinions about tuberculosis differ 
among those who deal with it at first 
hand, such as physicians and nurses; 
moreover, there are differences of opin- 
ion between physicians and nurses and 
those who are concerned with the dis- 
ease but do not deal with it at first 
hand. The researcher sees the disease 
from yet another point of view. 


The Statistician’s Ivory Tower 

Of all the viewpoints from which 
tuberculosis can be seen, the “ivory 
tower” of the statistician offers the 
broadest and most comprehensive view. 
Some of the details cannot be seen 
from the tower, but the perspective 
gained compensates somewhat for loss 
of detail. 

At times when the battle with the 
disease is most active, the dust arising 
from the battlefield obscures the view 
from the tower—but it also obscures 
the view from the ground. This leads 
to conflicting and incomplete accounts 
of what is happening. In such cases, 
statisticians usually prefer to let the 
dust settle before trying to reach a con- 
clusion about what has happened. 

From the statistician’s tower, the 
shrinkage in the tuberculosis problem 
1s not readily apparent. It is evident 
that fewer people are dying of tuber- 
culosis than in years past and that the 
decrease in the death rate has been 
more pronounced for the young than 
those past middle age. Nevertheless, 
more than 15,000 die each year. 


More important, the rate of decline 
seems to be returning to its prewar 
level. Eleven states and the District of 
Columbia reported an increase in 1955 
deaths over 1954. 

Are those who die those who did not 
receive adequate medical care? The 
blunt fact is that, in many cases, the 
best care available cannot prevent 
death. The ratio of reported cases to 
deaths suggests that people 65 and over 
have a higher fatality rate, one death 
for every two cases, than those aged 
15 to 24, where the ratio is one death 
for every 20 cases. 

It seems unlikely that these differ- 
ences are due entirely to factors such 
as extent of disease at the time treat- 
ment began or the nature of the treat- 
ment. 

The view that tuberculosis is no 
longer a killer is not supported by evi- 
dence provided by comparing death and 
case rates for persons 45 years and 
over, evidence which shows that tuber- 
culosis is still a potent and powerful 
killer. 

If the fatality rate, even though re- 
duced, remains high, can we take solace 
in declining case rates? It appears that 
case rates are declining at the rate of 
three or four per cent a year; such a 
decline, in view of today’s fatality 
rates, cannot prevent thousands of 
deaths for many years to come. 

Active cases of tuberculosis are cur- 
rently being reported in excess of 
75,000 per year. Even if recovery oc- 
curs in most of these cases, the aver- 
age length of active medical super- 
vision required may not be appreciably 
different from the past. The period of 
hospital care for the typical patient has 
been reduced, but still must be reck- 
oned in months. Moreover, a new form 
of discharge has developed, discharge 
to continue treatment at home. Con- 
sidering both hospital and home care. 


by Donald A. Trauger 


Associate Director, Division of Social 
Research, National Tuberculosis Association 


the length of time required for medical 
supervision has not been reduced 
appreciably. 

Is treatment more effective today 
than in the past? In terms of the extent 
of tissue damage or freedom from re- 
lapse, the picture is extremely cloudy. 
Optimistic reports of reduced relapse 
rates are not confirmed by greatly 
reduced hospital readmission rates. 
Fully treated patients are not reported 
in markedly higher proportion than in 
the past. Hospital discharges against 
medical advice still run high despite 
the reduced period of hospitalization 
the typical patient requires. 


Infection 

Tuberculosis begins with infection. 
As an axiom, if infection could be pre- 
vented, tuberculosis could be prevented. 
That observation has, for years, consti- 
tuted the cornerstone on which tuber- 
culosis control programs in the United 
States have been based. How does the 
battle against infection fare? There is 
convincing evidence’ that the prepor- 
tion of the total population infected is 
substantially lower than in years past. 
At the same time, there is disturbing 
evidence that in many places infection 
is still taking place at the rate of one 
person newly infected per 100 yearly. 

Worse still, these observations have 
been made with children as subjects. In 
the light of present knowledge, this 
means that these children face a life- 
time of living with an infection that 
seldom loses its potency. The rate at 
which such infections flare into disease 
appears to vary with age and sex and 
probably varies according to the living 
conditions of the infected persons. 

However, that these infections do 
flare into disease, even long after in- 
fection, seems an inescapable conclu- 
sion. An infection may be compared 
with popcorn. Under certain condi- 
tions it will not pop, but under other 
conditions most of it will pop. Under 
present conditions, tuberculosis infec- 
tion appears to cause disease at the 
rate of about two persons per 1,000 
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per year. If the conditions making in- 
fection-harmless or harmful were well 
known, it is likely that a way to pre- 
vent harmful effects could be discov- 
ered. At present, our knowledge is 
limited to the observation that tuber- 
culosis appears to thrive best where 
living conditions are poorest. 

Vaccination appears to produce a 
useful degree of immunity and has 
been recommended for years for peo- 
ple unlikely to escape natural infec- 
tion. Currently, the individual physi- 
cian and the person involved determine 
who is to be vaccinated. A limitation 
of vaccination is that it is useful only 
in persons not already infected. It ap- 
pears that most tuberculosis develops 
among people who have been infected 
for several years. 

Another way to deal with infection 
is to render it harmless. Much work is 
going forward in exploring the treat- 
ment of infections with drugs, but the 
value of such treatment has not been 
firmly established. 

From the viewpoint of the statisti- 
cian, it is not difficult to find tuber- 
culosis, whether in the guise of infec- 
tion, sickness, or death. It can preb- 
ably be found on every street and 
nearly all country lanes, at least among 
adults. 


Restrained Optimism 

In general, the course of battle looks 
good. The arsenal of weapons to be 
used in preventing disease, in limiting 
the damage done by disease, and in pre- 
venting death is better than ever. Hos- 
pital facilities and public health services 
are available to a higher proportion of 
the tuberculous than ever before. Liv- 
ing conditions, as measured by material 
standards, were never better. 

While things look good for people, 
the outlook for the bug is far from 
hopeless. A third of the population has 
an infection which, at the moment, can- 
not be eradicated. Each of these infec- 
tions carries the potential for further 
spread, and further spread of infection 
is still taking place in the home, the 
shop, and the office, among children 
and adults. This bug apparently has 
not been impressed by assertions that 
he has been licked. Furthermore, he 
gives no evidence that he knows the 
meaning of the word “surrender.” 


Arthur Strawson, Retired 
Mass. Executive, Dies 


Arthur J. Strawson, a pioneer 
tuberculosis worker and retired ex- 
ecutive director of the Massachusetts 
Tuberculosis League, died recently. 

Mr. Strawson entered tuberculosis 
work in 1911 when he joined the staff 
of the Tuberculosis Institute of Chi- 
cago and Cook County. After service 
with the Institute and the Illinois 
Tuberculosis Association, he became 
executive secretary of the Indiana 
Tuberculosis Association. He worked 
with the American Red Cross during 
World War I, and in 1919 joined the 
staff of the NTA. 

In 1934, after 15 years with the 


NTA, first as a regional and then as 
a field secretary, Mr. Strawson was 
appointed executive secretary of the 
Worcester County (Mass.) Health 
Association. Two years later he be- 
came executive secretary of the 
Massachusetts League, a post which 
he held until his retirement in 1948 


Translation Available 


The 1955 edition of Diagnostic 
Standards and Classification of Tuber- 
culosis has been translated into Spanish 
by permission of the NTA to Dr. Jorge 
A. Higgins, Casilla No. 116, Guaya- 
quil, Ecuador. A few copies are avail- 
able at approximately 25 cents each, 
plus postage. Order directly from 
Dr. Higgins. 


this year's Stark County, Ohio, County 


A Fair, during a 12-hour period on Labor 
Day, 1,956 persons got free chest X-rays at the 


Is It 
a World’s 
Record ? 


Stark County Tuberculosis and Health Associa- 
tion's mobile unit, the heaviest single day in 
10 years of mass X-raying by the association. A 
12-man crew of staff members and volunteers 
handled the record crowd, which poured through 
at the rate of 2.6 persons per minute. The asso 


ciation believes it may be entitled to claim the 
world's record for a one-day, one-unit, com 
munity-type X-ray survey. 
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Health Bonus for AIl 


A Connecticut Hospital’s Admission X-Ray Program 


Has Meant Better Service for Patients and Physicians 


and Better Tuberculosis Control for the Community 


Editor’s note: This is the second in 
a series of three articles on routine 
admission X-ray programs in general 
hospitals. The first, in the October 
BULLETIN, discussed an X-ray pro- 
gram in a small hospital; this article 
describes the program in a medium- 
sized hospital; the third and final arti- 
cle, to appear in December, will con- 
cern the program established in a large 
general hospital. 


The board, staff, and personnel of 
the New Britain (Conn.) General 
Hospital wholeheartedly subscribe to 
the principle that general hospitals have 
a definite obligation and responsibility 
to make specific and concrete contribu- 
tions toward improvement of the com- 
munity’s health. 

We are aware that this obligation in- 
cludes more than providing adequately 
the traditional pattern of services nor- 
mally expected of hospitals. If we are 
to realize our full potential as a pri- 
mary medical facility in the community, 
we know we mast join with the med- 
ical society and the official health 
agency and, as a team, be constantly 
alert to the changing health needs in 
the area. Through concerted action 
with the public, we must help meet 
these needs. 


Problems to Be Faced 

At times it seems rather ironic, in 
the midst of pressing day-to-day prob- 
lems, to plan to initiate or expand serv- 
ices that, while recommended without 
qualification by a select group, are not 
being avidly demanded by the general 
public. A case in point is the institution 
of routine chest X-ray admission pro- 
grams. 

New Britain General Hospital cer- 
tainly faced the same problems that any 


hospital faces when it began to consider 
an admission X-ray program. Along 
with the New Britain Tuberculosis 
Association (which had long advocated 
routine admission programs), we were 
well aware of the many difficulties to 
be faced. There were considerations of 
equipment, financing, personnel, ad- 
justment of the admission routines, and 
acceptance by the medical society, the 
staff, and the patients. 

The program was discussed by the 
radiologist, the hospital board, the hos- 
pital administrator, the executive com- 
mittee of the medical staff, the health 
department, the hospital auxiliary, the 
medical society, and the tuberculosis 
association. It was agreed that, while 
there was no broad demand on the 
part of the public, the patients, or the 
attending physicians, the service was 
a necessity because it would help realize 
our goals of providing better total eval- 
uation of the patient, and better pro- 
tection of staff, personnel, and other 
patients. It would also be an invaluable 
aid in surgery, as well as a precaution- 
ary measure for operating-room per- 
sonnel. 

While it is not possible in this ac- 
count to detail how we succeeded in 
solving each problem, we were sus- 
tained by the knowledge that we were 
aiming to develop a program that re- 
liable statistics and experiences of 
other hospitals had proven could be 
successful, with valuable and measur- 
able results. 


The New Britain Program 

Our program became a reality in the 
spring of 1950. All patients admitted 
to our 288-bed hospital, the onty com- 
munity general hospital in New Brit- 
ain, are X-rayed on 70 mm. films. Pre- 
natal cases are conveniently X-rayed 


Larkin, M.D. Kniffen 


Dr. Larkin, radiologist at New Britain (Conn.) 
General Hospital, is a graduate of the Johns 
Hopkins University Medical School. He was 
an intern and resident at Peter Bent Brig- 
ham Hospital, Boston, and a research asso- 
ciate and instructor of radiology at the Uni- 
versity of California before joining the New 
Britain Hospital staff. Mr. Kniffen, managing 
director of the New Britain General Hos- 
pital, has been on the hospital staff since 
1948. He is a graduate of the University of 
Michigan. 


in their ninth month at the time they 
are visiting the hospital to make final 
arrangements for admission. All hos- 
pital personnel are X-rayed periodi- 
cally, and as a special precaution, no 
patient is admitted to surgery without 
a chest X-ray. 

Films are interpreted every day, and 
reports are on the patient’s chart in a 
maximum of eight hours. If suspicious 
findings are present, a retake on a 
large plate and clinical studies are 
made, and the patient is put on a 
precautionary routine. 

Reports are made to the private phy- 
sician and, if tuberculosis is suspected, 
to the New Britain Health Department. 
The hospital also submits monthly sta- 
tistics to the tuberculosis association. 

Our 70 mm. machine is in operation 
every day, including Sunday, on an 
eight-hour basis. Patients admitted 
during the night (very few) are sent 
down in the morning. For an emer- 
gency or suspicious case admitted dur- 
ing the night, a large plate is taken 
immediately upon admission as a sub- 
stitute for the 70 mm. film. 

At first, the 70: mm. unit was located 
in the regular X-ray department, which 
was reasonably convenient in line of 
traffic to all patient floors. Now, with 
the relocation of the admitting office, 
the unit has been located directly next 
to that department. 

Patients are charged one dollar for 
the 70 mm. film. The hospital has never 
experienced any resistance on the pa- 
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tient’s part, either to the X-ray or to 
the charge. The patient is told about 
the purpose and value of the X-ray; 
in this connection the hospital uses 
“Tip-Off!” a leaflet produced by the 
National Tuberculosis Association. 

The additional equipment needed to 
initiate our screening program was 
financed by the hospital, the local tuber- 
culosis association, and the women’s 
auxiliary. The association’s contribu- 
tion was $1,500. The equipment is 
owned by the hospital. 

At present, outpatients are not in- 
cluded in the program. However, the 
hospital has just completed an addi- 
tional wing, and consideration is being 
given to extending the program on an 
outpatient basis. 

The usual operator of the 70 mm. 
X-ray machine is an X-ray technician, 
and at times technician trainees assume 
the responsibility. The head nurse on 
each floor is responsible for carrying 
out arrangements to see that those pa- 
tients not screened on admission are 
X-rayed before discharge. Films are 
read by the hospital radiologist as part 
of his regular hospital duties, and he 
is charged with responsibility for the 
entire admission X-ray program, along 
with the admission X-ray planning and 
evaluation committee. No additional 
personnel were hired for the admission 
X-ray program. 

If a subsequent confirmatory chest 
X-ray is needed, a charge of $15 is 


made, but in no case is anyone ex- - 


cluded if he is unwilling or unable to 
pay for the large film. Voluntary and 
some commercial hospitalization plans 
cover the charge for the screening and 
confirmatory film. The only persons 
excluded from the admission X-ray 
requirement are newborn infants. 

Retakes are ordered by the radi- 
ologist and are automatic for suspicious 
findings. There is a central file of all 
film records, and monthly summary re- 
ports are compiled. These summary 
records include the number of persons 
screened and screening film results, and 
list the number of diagnoses clinically 
established and the number of sus- 
pects discharged before a diagnosis was 
established or excluded. 

All conditions brought to light by 
our admission X-ray screening pro- 
cedure are reported to the private phy- 
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sician and, when relevant, to the health 
department and the Veterans Admin- 
istration. 


Results 

From October, 1954, through Sep- 
tember, 1955, the total number of ad- 
missions at the hospital, including 
births, was 12,693. Not including 2,127 
newborns and infants, 10,566 patients 
were considered eligible for routine 
admission films. At the time of admis- 
sion, or during the hospital stay, 8,567 
miniature films were taken; the num- 
ber of confirmatory films recommended 
on the basis of these miniature films 
was 800. As a result of clinical follow- 
up, in addition to other significant 
findings, 18 previously unreported 
active cases of tuberculosis and 13 
cases of lung tumor were found. 

Our admission X-ray service is now 
an important and integral part of our 
hospital program. Through it we are 
able to provide improved service to our 
patients and attending physicians, and 
to realize other benefits such as com- 
pulsory periodic X-ray examinations 
for all volunteer workers inaugurated 
by the hospital women’s auxiliary. 

In the broadest sense, the service 
contributes to better community health 
in many ways, especially in the field of 
tuberculosis control. As a result of the 
procedure, we efficiently screen each 
year a representative portion of the 
population served by the hospital. 


Awards Granted Under 
PHS Training Program 


The Public Health Service of the 
Department of Health, Education, 
and Welfare reports that almost a 
million dollars have been awarded to 
schools and individuals under a new 
public health training program. 

Under the awards, 261 public health 
workers are now enrolled for grad- 
uate training in 41 schools. Upon 
completion of their studies, most of 
them will be employed in state and 
local health departments to help re- 
lieve the acute personnel shortage 
which has prevented many areas from 
making full use of modern knowledge 
about the prevention and control of 
disease. 


TB Conferences 


New England considers how tg 
tell TB story; Western group 
studies various program areas 


The New England Tuberculosis 
Conference, held at Lake Morey Inn, 
Fairlee, Vt., September 10-11, devoted 
its program to the problem of telling 
the tuberculosis story to the public, 
The conference was addressed by 
prominent New Englanders in the 
fields of education, health, and com- 
munications. 

James H. Bates, executive secretary 
of the Vermont Tuberculosis and 
Health Association and conference 
president, presided at the sessions, 

Dr. James J. Powers was elected 
conference president for the coming 
year, Mrs. George W. Tufts was 
elected vice president, and Mrs. 
Desneiges E. Martin was re-elected 
secretary-treasurer. 

The Western Tuberculosis Confer- 
ence, held at Hotel La Fonda, Santa 
Fe, N. Mex., September 20-22, pre- 
sented a program based on the theme 
of “Better Understanding—The Basis 
for Doing a Better Job.” 

At the annual banquet, New Mexico 
Senator Clinton P. Anderson spoke 
on the influence of atomic energy on 
longevity. 

Dr. H. Crawford Jernigan took 
office as conference president; Sher- 
man Asche was named _ president- 
elect; George M. Shahan was elected 
vice president ; and Mrs. Nellie Bohn, 


secretary-treasurer. 


X-Ray Exposure Reduced 

A 70 to 75 per cent reduction in 
X-ray exposure to the patient is 
achieved by a new type of small-film 
chest X-ray machine developed by the 
General Electric Co., according to an 
announcement by the company. The 
new unit contains a special mirror 
that applies the same principle em- 
ployed by astronomers to photograph 
light from distant stars. Reduction in 
X-ray exposure is made possible by 
the mirror’s optical speed, which 1s 
between four and five times greater 
than that of refractive lens-type 
photo-roentgen cameras now used in 
chest X-ray surveys. 
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For the Guidance of Those Who 
Will Attend the 1957 NTA Annual Meeting, 


Here Is Information on Location and Rates of . . 


Kansas City Hotels 


Kansas City offers a wide variety 
of hotels in the central part of the 
city. In addition, there are good 
hotels outside the central area and 
motels in the outlying areas of the 
city. 

For the information of those plan- 
ning to attend the 1957 Annual Meet- 
ing of the National Tuberculosis 
Association, there follows a list of 
hotels and motels in Kansas City 
offering accommodations that are in 
accordance with the various rates 
charged. 

Twelve of these hotels are near the 
Auditorium, where meeting sessions 
will be held. Their exact location in 
relation to the Auditorium is indi- 
cated on the accompanying map of 
downtown Kansas City. Other hotels 
and motels offering satisfactory ac- 
commodations are also listed. 


Hotels Near Auditorium 

Aladdin. Rates: Single, $4-$8; 
double, $6-$t0; twins, $9.50-$12; 
suites, $t7-$30. 

Continental. Rates: Single, $5.50- 
$9; double, $8.50-$12 ; twins, $10-$14; 
suites, $18-$30. 

Dixon. Rates: Single, $4-$6; dou- 
ble, $6-$8; twins, $8-$t0. 

Kansas Citian. Single, $3.50-$8; 
double, $5.50-$11; twins, $7-$14; 
suites, from $10. 

Muehlebach. Rates: Single, $6.50- 
$13; double, $9-$13; twins, $11-$15; 
suites, from $21. 

New Yorker. Rates: Single, $5- 
$10; double, $9-$12; twins, $9-$12; 
suites, $20, 

Phillips. Rates : Single, $6.50-$8.50 ; 
double, $850-$10.50; twins, $10-$12; 
suites, from $20. 

Pickwick. Rates: Single, $6.35- 
$9.35; double, $7.85-$10.85; twins, 
$8.85-$12.50; suites, from $h6. 

President. Rates: Single, $6-$9.50; 


Berkshire. Rates: Single, $5-$7.50. 
double, $7-$10; twins, $8.50-$10: 
suites, from $14. 

Town House (Kansas City, Kan- 
sas). Rates: Single, $5.50-$10- 
double, $8.50-$12; twins, $9.50-$15. 
suites, from $20. 


Motels 
Colonial. Rates: Single, $6-$7.50: 
double, $3-$9 and $4-$10; twins, $8. 
4-Acre. Rates: Single, $6-$8; dou- 
ble, $3-$9 and $4-$9-$14; twins, $8. 
Holiday Inn. Rates: Single, $5-$7; 
double, $3-$9 and $4-$10; twins, $8. 


double, $8.50-$12; 
suites, from $21.50. 
Rasbach. Rates: Single, $3-$3.50; 


$10-$15 ; 


twins, 


Moonlight. Rates: Single, $5.10- 
double, $4-$5. ; 


double, $4.50-$10; twins, $7.50-$10; 


suites, $20. Sky-View. Rates: Single, $5-$6: 


State. Rates: Single, $4.75-$6.50; double, $3-$8-$9 and $4-$10-$12: 
doubl $7.50-$8.75 ; . $8.75- twins, $6.50. 
e, .J0-$8./5; twins, U-Smile Motel. Rates: Single, $5- 


$7; double, $3-$9 and $4-$10; twins, 
Hotels Outside Map Area $7 
Ambassador. Rates: Single, $4.50- 
$6.50; double, $6-$850; twins, $6- 
$8.50; suites, $10-$20. 


U-Smile Court. Rates: Single, $4 
up; double, $3-$9-$12; twins, $5-$10; 
six persons, $12.50-$16. 

Bellerive. Rates: Single, $6-$10; University. Rates: Single, $5.50 
double, $8.50-$13; twins, $9.50-$13; up; double, $3-$9.50-$10; twins, $7.50 
suites, from $20. up. 


J | IL | | | 
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This map shows the location of 12 hotels near the Auditorium. The numbers on 
the map refer to the location of the following hotels: (1) Aladdin, (5) Continental, 
(6) Dixon, v) Kansas Citian, (8) Muehlebach, (9] New Yorker, (10) Phillips, (I!) 
ickwick, (12) President, (13) Rasbach, (14) Senator, (15) State. The map was pro 
vided by the Kansas City Convention and Visitors Bureau. 


And 


Th 
chron 
sible 
alcoh 
ceptic 


State 
reliak 
Becat 
alcoh 
and 1 
tion, 

canvé 


Defin 
Th 
of al 
The 
roug! 
ers. 
such 
with 
nomi 
those 
to 
seque 


there 
milli 
half 
alcot 
calle 
are 
whic 
num! 
cirrh 


Th 

the § 

Ol 

holic 

is no 

In 

ly Jc 
estir 

156 


$5-$7.50; 
8.50-$10; 


ty, Kan- 
5.50-$10: 
9.50-$15. 


$6-$7.50; 
wins, $8. 
$8; dou- 
wins, $8. 
e, $5-$7: 
wins, $8. 
e, $5.10- 

$4-$10; 


$5-$6; 
$10-$12; 


ngle, $5- 
); twins, 


ingle, $4 
, $5-$10; 


e, $5.50 
ns, $7.50 


nbers on 
atinental, 
lips, (I!) 
was pro- 


Alcohol and Tuberculosis 


The High Incidence of Alcoholism Among TB Patients 


Results in Frequent Disaster for the Individual 


And in Heavier Burdens for the Entire Community 


The control and cure of many 
chronic diseases is practically impos- 
sible if the victim happens to be an 
alcoholic—and tuberculosis is no ex- 
ception. 

The exact incidence of alcoholism in 
the general population of the United 
States is unknown. No satisfactorily 
reliable surveys have been conducted. 
Because of the stigma attached to the 
alcoholic and the reluctance of friends 
and relatives to give accurate informa- 
tion, such things as a house-to-house 
canvas would be of little value. 


Definitions 

The lack of an acceptable definition 
of alcoholism adds to the difficulties. 
The use of alcohol can be divided 
roughly into three parts: 

1. Drinkers, as opposed to abstain- 
ers. 

2. Alcoholics—those who drink to 
such excess as to interfere seriously 
with their health or their social or eco- 
nomic functioning. 

3. Alcoholics with complications— 
those whose excessive drinking has led 
to recognizable physical or mental 
sequels. 

Obviously, the line between alco- 
holics and alcoholics with complications 
is not sharp. 

In articles appearing in the Quarter- 
ly Journal of Studies on Alcohol, it is 
estimated that in the United States 
there are approximately sixty-eight 
million drinkers. Between four and a 
half and five million are classified as 
alcoholics, and nearly one million are 
called alcoholics with complications. 
Estimates of the last two categories 
are based on the Jellinek formula, 
which uses, among other things, the 
number of reported deaths from 
cirrhosis of the liver. If we take the 


top figure of five million and consider 
the population of the United States 
as 160 million, then 3 per cent of all 
the people in the United States are 
alcoholics. 

Statistics on the incidence of alco- 
holism in tuberculosis patients, al- 
though meager, are quite impressive. 

In the Peoria Municipal Tuberculo- 
sis Sanitarium, the per cent of admis- 
sions for alcoholics in the past five 
years was 14.3. 

According to Dr. Meyer R. Lichten- 
stein, medical director of the Municipal 
Tuberculosis Sanitarium in Chicago, 
the per cent of alcoholics to the adult 
admissions in Chicago ranges from 14 
to 26. 

Dr. George C. Turner, medical di- 
rector of the Tuberculosis Hospital 
at Oak Forest, Ill., states that 25 per 
cent of those hospitalized at Oak For- 
est for tuberculosis are alcoholics. 

Recent surveys conducted in the 
Tuberculosis Section of the Cleveland 
City Hospital have shown by conserva- 
tive standards that a minimum of 26 
per cent of the patient population are 
chronic alcoholics. 

Dr. Otto L. Bettag, director of the 
Illinois Department of Public Wel- 
fare, in a talk delivered at a conference 
on tuberculosis and alcoholics held re- 
cently in Chicago, stated that in a pilot 
study the incidence rate of tuberculosis 
among the chronic alcoholics admitted 
to state mental institutions is 2,300 per 
100,000, as compared to the 64 cases 
per 100,000 in the total population of 
Illinois. 

It is evident that alcoholism in tuber- 
culosis patients is many times higher 
than it is in the general population. 
There is every indication, from the 
experience of tuberculosis workers, 
that this problem is rapidly becoming 


Dr. Morse is superintendent and medical 
director of the Peoria (Ill.) Tuberculosis 
Sanitarium. He is first vice president of 
the Illinois Tuberculosis Association and 
a past-president of the Illinois Trudeau 
Society. Dr. Morse graduated from the 
Western Reserve University School of 
Medicine in 1932 and has served on the 
staffs of tuberculosis and general hos- 
pitals in various parts of the country. 


one of the most important deterrents 
to effective tuberculosis control. 

It has been predicted that the last 
reservoir of tuberculosis in every com- 
munity will be found in the alcoholics. 
Two reasons support this prediction: 

1. It is quite rare for an alcoholic 
with tuberculosis, unless he reforms, 
ever to recover completely. Inadequate 
periods of treatment with anti-tuber- 
culosis drugs may merely prolong his 
life and cause him to be more ambula- 
tory sooner. 

2. Many of his potential victims are 
those like himself—heavy drinkers. A 
positive sputum plus alcoholic intoxi- 
cation cannot be considered an ideal 
setup for carrying out proper pre- 
cautionary measures. 


The Community Pays 

Alcohol damages the community, as 
far as tuberculosis is concerned, in the 
following ways: 

1. It increases the mortality rate. 

2. By unnecessarily prolonging ill- 
ness, it adds tremendous cost to tax- 
payers, not only for expensive hospital- 
ization but also for public aid to de- 
pendents. 

3. It increases the length and degree 
of contagiousness of the alcoholic with 
tuberculosis. 


And the Individual Pays 
The excessive use of intoxicating 
liquors has an adverse effect on an 
individual with tuberculosis as follows: 
1. It lowers his ability to understand 
and cooperate throughout his treatment 
and convalescence. 
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2. It increases the “leaves against 
medical advice” from the sanatorium. 

3. Severe alcoholism will interfere 
with proper nutrition and therefore 
lower resistance to all diseases; if 
an alcoholic individual gets tubercu- 
losis, alcohol will cause a more rapid 
progression of the disease, meaning 
that treatment will be more difficult 
and the ultimate prognosis as to re- 
covery will be much lessened. 

4. The alcoholic with tuberculosis 
who continues his alcoholism almost 
always ends up in the hands of the 
undertaker. 

In discussing some of the possible 
remedies for this problem of alcohol in 
tuberculosis, it could be pointed out 
that the management of the entire 
problem of alcoholism has certainly not 
been overly successful. There is some 
indication that the situation is worsen- 
ing. This would suggest that, in spite 
of tremendous amounts of accumulated 
literature on the subject, we still do not 
have all the answers. 


What Is Needed 

There is a need for even more study 
and research. More scientifically ac- 
ceptable methods of estimating the 
prevalence of alcoholism should be de- 
veloped. Surveys should be done in all 
tuberculosis hospitals to see just how 
extensive alcoholism is in tuberculosis. 
It might be advisable to create a na- 
tional committee. On the local level, 
more community conferences should be 
held, similar to one recently held in 
Chicago under the sponsorship of the 
Tuberculosis Institute of Chicago and 
Cook County, in which all interested 
individuals and organizations could 
participate. 

Security beds should be available, 
making possible compulsory hospital- 
ization for those alcoholics with con- 
tagious tuberculosis who will not or can- 
not voluntarily isolate themselves either 
at home or in a sanatorium. Treat- 
ment should not only be given for 
tuberculosis but also for alcoholism. 
Many states, including Illinois, do not 
have security beds or legal provisions 
for enforced hospitalization. In Illinois, 
at present, whenever an alcoholic be- 
comes so unruly that he cannot man- 
age himself at home, he is persuaded to 
commit himself to a state mental in- 


stitution; when he sobers up, he signs 
himself out because his commitment 
was voluntary. There are many in- 
stances of cases of tuberculosis in 
alcoholics who are continuously going 
in and out of state mental institutions. 
Alcohol is a major contributor to 
“leave against medical advice” dis- 
charges. In the Peoria Municipal 
Tuberculosis Sanitarium, 51 per cent 
of all irregular discharges in the period 
1951-55 were severe alcoholics. Fifty- 
two per cent of all alcoholics admitted 
in the same period left against medical 
advice, while the “AWOL.” rate among 
all non-alcoholics was 13.7 per cent. 


How to Keep Them in 

Once an alcoholic has entered a 
tuberculosis hospital, every effort 
should be made to keep him there until 
completion of his treatment. Such 
measures as rehabilitation training, 
entertainment, occupational therapy, 
patient education, and social service 
should be vigorously used. In many 
instances these methods have succeeded 
by keeping the individual busy. 

When possible, it is desirable to 
“overtreat,” i.e., more surgery and 
drugs, and to keep the patient in the 
hospital longer than one normally 
would if he were not a chronic alco- 
holic. This applies especially to those 
classified as homeless and those who 
undoubtedly would return to their pre- 
sanatorium bad environment. 

Convincing the patient to seek medi- 
cal care for control of his alcoholism 


either through a clinic or a private. 


physician, and preparing the family so 
that they can be of help during the 
convalescence at home, are jobs that 
can be delegated to the social worker. 

One of the worst obstacles to pre- 
venting reactivation in an alcoholic 
who has succeeded in bringing his 
tuberculosis under control is the bad 
environment in which he is likely to 
find himself after release from a sana- 
torium. Everything seems to act as an 
incentive toward renewed drinking: 
idleness -and inactivity brought about 
by convalescence, the low economic 
situation, domestic troubles, misdirec- 
tion of friends and family, and the 
desire for temporary relief from wor- 
ries. Changing this bad environment 
can be almost impossible. Psychiatric 


and medical treatment at clinics ge 
up for that purpose, employment jp 
sheltered workshops, and of course 
Alcoholics Anonymous can be of help, 

Just what part Alcoholics Anony. 
mous will play in the treatment of 
tuberculosis is worthy of discussion, 
The success of AA when other meth- 
ods have failed is due to following the 
principles that the patient realizes he 
needs someone to help him, and that he 
is able to help himself through helping 
others. Obviously no one will sanction 
attendance at regular AA meetings by 
the unhospitalized, contagious case, 
The best use of AA is with those whose 
disease is stabilized and who are in 
the convalescent period outside the 
hospital, or perhaps with those who are 
still in the hospital but whose acute 
symptoms have subsided. 

AA meetings have been held in some 
sanatoriums with more or less success. 
The greatest difficulty encountered is 
to convince the patient that he needs 
help. In Peoria we attempted to get 
an AA chapter started in the Sani- 
tarium, but when the social worker 
approached the individuals, none of 
them, not even the most obvious alco- 
holic, would admit that alcohol was any 
problem to him. 

There are many ramifications to this 
total problem of alcoholism. Our pres- 
ent culture in the United States not 
only accepts social drinking but makes 
it a “must.” This attitude is a definite 
change from 30 to 40 years ago. Per- 
haps we need to retreat a little. If we 
continue to think as we do, the vast 
majority of the coming generations 
will be drinkers and a certain percent- 
age will be alcoholics—and the problem 
will always be with us. 


Summary 

The incidence of alcoholism in tuber- 
culosis is high, just how high we do 
not yet know and cannot know with- 
out more study and research. 

Compulsory hospitalization of all 
contagious cases of alcoholics with 
tuberculosis who will not voluntarily 
isolate themselves at home or in a hos- 
pital is necessary. Use of AA and/or 
psychiatric and medical treatment 
clinics for those non-contagious con 
valescents should be instigated to pre 
vent reactivation. 
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me United States Public Health Service Territory cases Number Rate (2) Number Rate (2) 
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ealizes he in the continental United States dur- 
ne bers: ing the calendar year 1955. Colorado.............. 1,144 "407 26.3 "112 7.2 
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sanction | were active or probably active cases, 165 
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| e decline in newly Indiana... 11614 1/385 32.0 316 7.3 
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New Hampshire 151 110 9.7 25 5 
2 m the United States in 1955 was ap- New Jersey............. 3,665 2,139 39.5 543 10.0 
ms to this § proximately 15,000; the death rate New Measico.. 746 587 73.8 104 1 
Our pres- was approximately 9 per 100,000. New Verk 
states not Although there has been a small Noth Carolina 
nut makes — but steady decline in tuberculosis in- North Dakota 146 146 22.7 22 3.4 
6,752 4,273 47.7 677 i .6 
a definite cidence over the past few years, 15 1°492 980 45.2 185 
ago. Per- — states and the District of Columbia 
le. If we § reported an increase in the number of Soenen... :; 638 581 34.8 80 4.8 
cc Pennsylvania 7,062 4,258 38.2 1,237 11.1 
Breese vast § new active cases reported in 1955. Rhode Island 433 321 38.0 55 65 
onerations South Carolina... 1,218 925 40.5 216 9.5 
1 percent- South Dakota 171 145 21.4 45 6.6 
Tennessee......... 3,155 1,939 56.7 508 14.9 
Boston Offers Course 31867 
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| in tuber The American Trudeau Society an- 
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line 46, Mass. 


3. Partly estimated. 


Source: Annual Tuberculosis Reports PHS-1393, prepared by State and Territorial Health Departments. 
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NTA Staff Changes 


New associates in Health 
Education and Rehabilitation; 
staff change in Public Relations 


Joseph J. Sugarman has joined the 
National Tuberculosis Association as 
a consultant in the Health Education 
Division. Mr. Sugarman has _ had 
more than 20 years’ experience in 
public relations, journalism, and free- 
lance writing. His articles have ap- 
peared in nationally known maga- 
zines. 

Miss Lucille E. Brownell has joined 
the NTA as an associate in the Health 
Education Division. She was a public 
health educator with the New York 
Tuberculosis and Health Association 
for nine years before joining the 
NTA. Miss Brownell is a graduate of 
the University of North Carolina 
School of Public Health. 


PR Replacement 

William H. Friedman, who joined 
the NTA as managing editor of the 
BULLETIN in September, 1954, has re- 
signed to take a position with Deutsch 
& Shea, a New York City advertising 
agency. 

Mr. Friedman is being replaced 
by Miss Grace Jackson, who has had 
ten years’ editorial experience on 
various national magazines. Most re- 
cently, she was associated with Good 
Housekeeping and Supervisory Man- 
agement magazines. In addition, Miss 
Jackson has done considerable free- 
lance writing in the fiction and indus- 
trial publication fields. 


Rehabilitation Associate 


Arthur Eisenberg has joined the 
NTA Rehabilitation Division as an 
associate, where he will act as a con- 
sultant to both local and state organ- 
izations. Mr. Eisenberg was formerly 
rehabilitation executive at Montefiore 
Hospital, Westchester Division, Bed- 
ford Hills, N. Y., and coordinator of 
vocation services at the Burke Founda- 
tion, White Plains, N. Y. 


Air-Pollution Research 


Twelve grants for research on vari- 
ous phases of air pollution, totaling 
$318,568, have been announced by Dr. 
Leroy E. Burney, Surgeon General, 
U.S. Public Health Service. Six of 
the grants are for new projects, the 
remainder for support of projects al- 
ready under way. Since July, 1955, 
when air-pollution research became a 
PHS responsibility, 32 grants, total- 
ing $780,137, have been awarded to 
agencies, institutions, and individuals 
outside the Federal Government for 
such investigations. 


A Correction 


In the October BULLETIN, on page 
144, we stated that Harold Paulson, 
former rehabilitation director of the 
Plymouth County (Mass.) Health 
Association, had been appointed exec- 
utive secretary of the Hampshire 
County (Mass.) Public Health Asso- 
ciation. Actually, Mr. Paulson is now 
rehabilitation assistant for the Massa- 
chusetts Tuberculosis and Health 
League; Miss Vera Miller is executive 
secretary of the Hampshire County 
Association. 


Mrs. Ashley Halsey, executive sec- 


retary of the Charleston (S.C.) Tuber- 


culosis Association since 1926, has 
retired. Mrs. Halsey was active on 
many committees of the National 
Conference of Tuberculosis Workers 
and served as NCTW president in 
1943. Mrs. Betty D. Hunt, formerly 
on the staff of the American Red 
Cross, has been appointed Charleston 
executive to replace Mrs. Halsey. 


Dr. William Siegal, who retired last 
year as director of the New York 


State Health Department’s Bureay oj 
Tuberculosis Case Findings but cop. 
tinued to act as consultant to the 
Department, died recently in Albany, 


Dr. Amadeo Vicente-Mastellarj, 
chief of the Chest Service, Gorgas 
Hospital, Panama Canal Zone, pro- 
fessor of phthisiology at the National 
University of Panama School of 
Medicine, and director of the Antj- 
Tuberculosis Campaign of the Repub- 
lic of Panama, died on September 9, 
Dr. Vicente-Mastellari was a corre- 
sponding member of the American 
Trudeau Society. 


Dr. Edwin Kilbourne, associate 
professor of public health and pre- 
ventive medicine of Cornell Univer- 
sity Medical College, has been ap- 
pointed editor of abstracts for the 
AMERICAN REVIEW OF TUBERCULOSIS 
AND PULMONARY DISEASES to replace 
Dr. Aaron Chaves. 


Dr. Julius L. Wilson, director of 
medical education of the American 
Trudeau Society and ditector of the 
Henry Phipps Institute, Philadelphia, 
has been appointed a member of the 
editorial advisory board of “GP,” the 
publication of the American Academy 
of General Practice. 


Mrs. Charles F. Brand has been 
appointed executive secretary of the 
Ohio County (W. Va.) Tuberculosis 
Association to replace Miss Katherine 
Steinbicker, who resigned to accept a 
teaching position. 


Dell Thwing, assistant 
executive secretary of the 
Illinois Tuberculosis Asso- 
ciation, has been appointed 
executive secretary of the 
Oahu Health Council, Hono- 
lulu. 
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